by thin septa (called "Swiss cheese"or "Lotus roots") Despite visually recognized as mild stenosis in angiography, FFR and iFR showed hemodynamically significant lesion at spontaneous recanalization sites. Physiological and structural features of spontaneously recanalized coronary artery were clarified by intravascular pressure measurement and imaging. Guiding Catheter: 8Fr. Britetip JCR 4.0 SH We crossed the lesion by the TGV wire, and with the suction catheter, inserted the Optical coherence tomography (OCT) wire along the TGV wire through the lesion. OCT revealed the two-chamber view divided by the continuous diaphragm-like structure through the neointima before the narrowing. On intravascular ultrasound (IVUS), it was showing the black-hole phenomenon. Afterwards, we excised that structure by directional coronary atherectomy (DCA), then, expanded it by non-compliant balloon (43.75mm). Case Summary: A 78 year-old female who underwent Endeavor stent (3.0 x 30mm) placement at the proximal site of right coronary artery (RCA#1-2) due to effort angina had the two-time in-stent restenosis afterwards. The lesion was treated by cutting balloon in both times.
This time, we took her in for the follow-up CAG. CAG revealed the 99% stenosis in the stent (RCA#2).
The histological examination of the tissue excised by DCA revealed the neointimal view consisting of an extracellular matrix and myofibroblast. Also the tissue thought to be an extracellular matrix by HE staining showed a different staining characteristic, and indicated that it mainly consisted of proteoglycan. From trans-radial approach, a 6Fr AL2 guide-catheter was engaged. Following several pre-dilation using non-compliant balloon at high pressure, two 2.75mm Xience-V TM stents were overlapped. IVUS of Atlantis TM Pro SR2 was advanced; however, its exit port was caught by the distal stent edge. Pushing and pulling could not free the IVUS catheter even after inserting a 014 inch coronary guide-wire after removing the imaging-core. We engaged another 6Fr JR4 guide-catheter from femoral approach, then advanced another guide-wire with stronger back-up force using anchoring technique to conus branch. Advancing a child catheter of Corsair TM to the site of entrapment also failed to slip off the IVUS catheter. We finally dilated the site by 1.0/2.5mm balloon at low pressure, and then successfully extracted the IVUS catheter by putting the deflated balloon along the stent to avoid longitudinal deformation. Native coronary angiogram LCA angio shows normal LMCA LAD is type II vessel and had 90-90% stenosis in the proximal segment followed by total occlusion in the mid segment. LCX is non-dominant and shows Patent stent in the proximal segment. LCX and branches are free of disease RCA is dominant and has total occlusion in the proximal segment. Graft angiogram Patent LIMA to LAD. LIMA and distal LAD are free of disease SVG to OM is occluded SVG to PDA has 90% stenosis in the mid segment followed by another 90% stenosis.
[Interventional Management] Procedural step: Procedure done under loval anaestheisa through right femoral approach. SVG-PDA was engaged and lesions in the mid segment were crossed. Predilatations were done using a 2x10mm sprinter upto 10 atm for 15 sec. Cutting balloon angioplasty ws done using 2.75x10mm flextom upto 6 atm for 15 sec. Stent deployment was done to the distal lesion using 3.5x28mm xience V at 12 atm for 15 sec and the proximal lesion was stented using 3.5x28mm xience V at 16 atm for 15 sec. Post stent dilatations were done with 3.5x12mm NC trek upto 24 atm for 15 sec. Final angiogram showed no residual stenosis with good antegrade flow. 
